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ABSTRACT 
The purpose of this scholarly project was to develop a tool that would assist 
occupational therapy practitioners working with children with physical disabilities in 
recognizing and addressing symptoms of depression in that population. Ailey (2003) 
reported that symptoms of depression in children with developmental disabilities are 
frequently attributed incorrectly to a child's primary diagnosis, rather than depression. 
Because occupational therapists typically see these children more frequently than primary 
care physicians, they are in a prime position to assist in the screening and referral 
processes related to depression. 
This project involved a comprehensive review of the literature, including data on 
the prevalence of psychosocial dysfunction, needs of affected individuals, impact on 
families, available screening tools, programs addressing needs, the related role of 
occupational therapy, and the integration of occupational therapy theory. The available 
literature supported the hypothesis that children with physical disabilities have at least the 
same, if not greater, risk of psychosocial dysfunction as their non-disabled peers (Ailey, 
2003; Cadman, Boyle, Szatmari, & Offord, 1987; Kokkonen, Kokkonen, & Moilanen, 
2001). The author informally consulted with other occupational therapists working with 
children with physical disabilities to determine their perceived needs related to 
addressing psychosocial issues in a physical disabilities setting. Theories and models of 
practice in occupational therapy were reviewed, and the Model of Human Occupation, by 
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Gary Kielhofner and Kirsty Forsyth, was selected to guide the development of this 
project, due to its holistic nature and having both physical and psychosocial applications. 
A reference manual was developed to meet the needs identified by occupational 
therapy practitioners working with children with physical disabilities. Included in the 
manual is information related to the prevalence of depression in children with physical 
disabilities, information related to the need to assess and address psychosocial skills in 
the context of traditional pediatric settings, a listing of symptoms of depression in 
children, summative information on a variety of available screening tools for depression 
in children, and a reproducible assessment tool to enable screening of some children to 
begin right away. Examples of treatment activities which address both psychosocial and 




Many children with physical disabilities experience low self-esteem and feelings 
of depression. Child psychiatry resources make the firm assumption that children with 
chronic physical disabilities are in fact more likely than healthy children to develop 
behavioral and psychological disorders (Kokkonen et aI., 2001). This is often overlooked, 
however, by occupational therapists and other healthcare professionals, induding primary 
care physicians, even though children with developmental delays exhibit similar 
symptoms to those found in children without physical disabilities who have diagnoses of 
depression (Kobe & Hammer, 1994). Self-esteem and mental well-being are just as, if not 
more, important as physical well-being is to full participation in, and deriving satisfaction 
from, daily living skills and social interactions. Because psychosocial skills are not well 
addressed in many instances, the benefits of the physical rehabilitation services being 
provided is potentially hampered, as a child's self-concept is central to good adaptation 
(Kokkonen et ai., 2001). 
Many children with physical disabilities may have difficulty expressing 
themselves, which makes it even more important for occupational therapists and 
occupational therapy assistants to understand the potential impact of physical disabilities 
on a child's mental well-being, and be able to recognize signs of depression in these 
children. Then, they may recognize the need to use a more holistic approach to address 
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the psychosocial implications of physical disabilities as well as the physical disabilities 
themselves, to obtain maximum benefits from therapy services. 
Addressing psychosocial concerns in the context of physical disabilities 
intervention is well supported with the Model of Human Occupation, developed by Gary 
Kielhofner and Kirsty Forsyth. This model emphasizes looking at the whole person, and 
all areas of life function, with the understanding that all systems work together and 
respond to each other to make occupation possible. The model's concepts address 
motivation for occupation, routine patterning of occupational behavior, nature of skilled 
performance, and the influence the environment has on occupation (Kramer, Hinojosa, & 
Royeen,2003). Further, the model views therapy as a process in which help is provided 
to do things, which helps shape a persons abilities, self-concept, and identity (Kramer et 
aI., 2003). This model is congruent with the idea that therapy can and should be a holistic 
process which leads to greater development of skills not only physically, but also 
emotionally and psychosocially. Therefore, this model was selected and used to guide the 
development of the project's product, a reference manual for occupational therapy 
practitioners working with children with physical disabilities. 
The reference manual includes information related to the prevalence of depression 
in children with physical disabilities, information related to the need to assess and address 
psychosocial skills in the context of traditional pediatric settings, a listing of symptoms of 
depression in children, summative information on a variety of available screening tools for 
depression in children, as well as includes one tool which is free from copyright 
restriction, to enable screening of some children to begin right away. It also includes 
specific treatment activities which address both psychosocial and physical needs. The 
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reference manual is intended to increased awareness of the psychosocial impact of 
physical disabilities in children among occupational therapists and occupational therapy 
assistants, improve the recognition of psychosocial needs among children with physical 
disabilities, and to encourage occupational therapy practitioners to utilize holistic 
treatment approaches to facilitate imrovement of both psychosocial and physical skills 
whenever appropriate, ultimately resulting in improved coping skills and feelings of worth 
and value, as well as improved physical abilities in these children. 
The following chapter includes a comprehensive review of the available literature, 
followed by a summary of the methodology in chapter three. A brief summary of the 
product is found in chapter four, with the product in its entirety included in the appendix. 
Chapter five includes a summary and conclusions for the scholarly project. 
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CHAPTER II 
REVIEW OF LITERATURE 
Introduction 
Childhood is supposed to be a carefree time of having fun, playing and learning. 
This is not necessarily the case for children born with developmental disabilities, or who 
have acquired physical impairments as the result of a childhood illness or accident. 
Children with disabilities often experience obstacles and challenges in completing 
everyday activities, and sometimes physical disabilities also lead to psychosocial 
disabilities. This literature review provides a comprehensive review of pediatric 
depression in concurrence with physical disabilities. It includes information related to 
the prevalence of psychosocial dysfunction, its impact on the family, existing screening 
tools, programs addressing needs, the related role of occupational therapy, and integration 
of occupational therapy theory. 
Prevalence of Psychosocial Dysfunction 
Witt, Kaspar, and Riley (2003) reported that of the estimated 8 million children 
with disabilities nationwide, an estimated 11.5 percent of these children are also 
experiencing psychosocial adjustment problems. Wallander, Dekker, and Koot (2006) 
report a typical prevalence of psychosocial dysfunction at an alarming 40% among 
children with intellectual disabilities between 6 and 18 years of age and enrolled in 
special schools for the educable (IQ between 60 and 80) and trainable (IQ between 30 
and 60) intellectually disabled in the Netherlands. Intellectual disability is often 
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associated with developmental disabilities, with mental retardation being the most 
common of developmental disabilities (Rogers, 2005). 
Ailey (2003) reports that concurrent psychiatric illnesses may in fact have higher 
rates among persons with intellectual and developmental disabilities than in the general 
population. Cadman et aI. (1987) reported findings of the Ontario Child Health Study 
which indicated that children with chronic physical illnesses and disabilities were at a 
greater than threefold risk of developing psychiatric and/or social-adjustment problems. 
This is further documented by Kokkonen et aI. (2001), who reported that among 
young adults, chronically ill since childhood, 29% showed delayed social maturation, and 
22% had mental health disorders, versus 17% and 20%, respectively, among those in the 
control group. Though not a large statistical variance for mental health disorders was 
found, the patients who had severe or disabling diseases had more severe psychiatric 
syndromes. Poor social maturation was highly associated with male sex, poor scholastic 
and vocational success and social problems in the family during childhood, while the 
most significant predictors of mental health problems were female sex, family distress in 
childhood, and prevalence of a severe disease (Kokkonen et aI., 2001). 
Kokkonen, Kokkonen, and Saukkonen (1998) conducted a study to determine 
whether juvenile-onset epilepsy or motor disability is associated with an increased 
prevalence of mental health disorders or psychosomatic symptoms in young adulthood. 
Their results indicated that individuals with juvenile onset epilepsy were no more likely 
to have mental health disorders or psychosomatic symptoms than the healthy controls 
group, but individuals with motor disabilities were significantly more likely to have 
anxiety (17% versus 11 % in controls) and depression (20% versus 11 % in controls). 
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In contrast, Witt, Riley and Coiro (2003) report findings that functional 
impairments among children with disabilities in the areas of communication or learning, 
poor maternal health and mental health, family burden, and poverty are significantly and 
positively correlated with psychosocial dysfunction. However, limitations in self-care 
and mobility impairments were not correlated with a higher incidence of maladjustment. 
Needs of Individuals 
One major obstacle that these children face is the failure of health professionals to 
recognize and appropriately diagnose the symptoms of depression. In fact, according to 
Grenden and Schwenk (as cited in De Santis & Ekegren, 2003), about 50 percent of 
depression in primary care is misdiagnosed. Many primary care providers do not spend 
significant amounts of time with their clients, which may account for some of the 
diagnostic error. However, even occupational therapists, who have significant education 
in psychosocial aspects of care, and may see these children one or more times each week, 
may fail to recognize depressive symptoms. This even though children with 
developmental delays exhibit similar symptoms to those found in children without 
developmental disabilities who are diagnosed with depression (Kobe & Hammer, 1994). 
Ailey (2003) reported that many professionals fail to attribute signs and symptoms of 
mental illness to psychiatric diagnoses, but rather to the intellectual or developmental 
delays themselves. This may be related to the lack of clear guidelines for diagnostic 
criteria among intellectually/ developmentally disabled populations, like there are for the 
general population. Ailey also stated that referral for treatment is frequently related to 
behavior problems, resulting in decreased recognition of mental illnesses that do not have 
overt behaviors, such as depression. Ailey acknowledges that comprehensive 
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assessments are not always used but are necessary to determine cognitive, behavioral and 
interpersonal manifestations of intellectual and developmental disabilities. 
Because psychosocial skills are not well addressed in many instances, the benefits 
of the physical rehabilitation services being provided are potentially hampered, as a 
child's self-concept is central to good adaptation (Kokkonen et al., 2001). Self-esteem 
and mental well-being are just as, if not more, important as physical well-being is to full 
participation in, and deriving satisfaction from, daily living skills and social interactions. 
Lau, Chow and Lo (2006) conducted research to determine and compare the 
health related quality of life of children with, or at risk for, developmental disabilities 
with typically developing children, in China. Their study results indicated that the 
overall well-being among the children at high risk of developing a developmental 
disability was significantly lower than that of the typically developing children, as was 
psychosocial health. Lau et al. reported these results were consistent with findings in 
previous studies, suggesting that children with or at risk for developmental disabilities 
need increased help to increase their quality of life to the standard of their non-disabled 
peers. 
Cadman et al. (1987) found that among children with chronic physical illnesses 
and disabilities, there is relative under-use of mental health services. Cadman et al. 
concluded that there is a need for increased attention by physicians to recognize existing 
and potential mental health and social adjustment problems among this population as well 
as to be familiar with preventive and treatment approaches available. 
Witt, Kaspar, et al. (2003), completed a study to examine the use of mental health 
services, and related factors, among children with disabilities, ages 6-17. The results of 
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Witt, Kasper, et al.' s study indicated that of the 11.5% of children with disabilities in the 
study who had psychosocial adjustment problems, only 41.8% had received mental health 
services within the past year. These researchers also found that the odds of outpatient 
mental health services use was greatest if a healthcare professional was working with a 
family member to coordinate services, followed by a healthcare provider alone, and lastly 
a family member alone. 
Further research was conducted by Shields, Loy, Murdoch, Taylor, and Dodd 
(2007), to determine whether children with cerebral palsy (CP) have different self-
concepts than their non-disabled peers, as well as whether age or sex factors make a 
difference in self-concept, using the 36-item Self-Perception Profile for Children. 
Shields et al. reported that no differences were found between the group of children with 
CP and their peers without impairments in the areas of physical appearance, behavioral 
conduct, or global self-worth. Children with CP scored lower on scholastic competence, 
social acceptance and athletic competence than children without impairments (Shields et 
al.). Males with CP scored lower on scholastic competence than the other males, and 
females with CP scored lower on social acceptance than the other females (Shields et al.). 
Shields et al. report conclusions that children with CP may feel less competent in some 
areas of their self-concept, but global self-worth is not less than that of non-disabled 
peers. Determining self-concept of children with disabilities is important so that 
necessary referrals or treatment approaches can be included in the intervention process, 
and if poor self-concept is not a factor, focus of intervention can be centered on physical 
skills and abilities (Shields et al.). 
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Screening for depression and low self-esteem is important and necessary for all 
children with disabilities, so that those who struggle with these areas can be referred for 
and receive appropriate treatment (Ailey, 2003). In addition to the recognition of 
deficient psychosocial skills, screenings will also help to rule out psychosocial 
dysfunction in children who do not have depression or self-esteem related problems 
(Dunn, Shields, Taylor, & Dodd, 2007). This is important because while parents and 
caregivers are often very good sources of information related to child mental health, poor 
self-concept and depression are sometimes over-estimated by parents and caregivers of 
children with disabilities (Dunn et al.). Their results indicated that self-concept of 
children with Cerebral Palsy was statistically significantly higher than what parents 
perceived, though researchers cautioned that their results should be considered cautiously 
due to the limited amount of located data and measurement issues with their research. 
In addition to screenings being beneficial for identifying or ruling out poor 
psychosocial adjustment, Dunn et al. (2007) considered that child motivation may be 
limited if goals in therapy are set to work on areas parents perceive as priorities if the 
child does not see the area as a problem. The researchers' conclusions suggest a need for 
routine self-concept assessment among children with Cerebral Palsy. 
Caregivers who have direct contact with children with physical disabilities are 
often valuable resources in the completion of comprehensive screenings as part of the 
assessment process. Ailey (2003) also reports that children who are identified as having 
psychosocial adjustment problems need to be referred for appropriate intervention 
services, as persons with intellectual and developmental disabilities generally do no seek 
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treatment for mental health disorders on their own, relying on family members to help 
them access care. 
Impact on Family 
Depression and low self-esteem in children also has an effect on family members. 
Kobe and Hammer (1994) found that high scores on the Children's Depression Inventory 
among children with mental retardation and developmental disabilities were highly 
correlated with high scores on the Parenting Stress Index. Kobe and Hammer's findings 
indicate furthermore, that parent stress is also associated with an increase in depressive 
symptoms in children with mental retardation and developmental disabilities. Thus, the 
relationship between parenting stress and child depression is reciprocal, with both feeding 
one another. 
Herring, et al. (2006) conducted a study to explore issues of developmentally 
delayed toddlers with and without diagnoses of pervasive developmental disorders 
(PDD), and the impact on their families. Parents completed a checklist on child 
emotional and behavioral problems and questionnaires on family functioning, their own 
mental health status and parenting stress. The results of the study indicated that child 
emotional and behavioral problems correlated highly with more parental mental health 
problems, mother stress, and perceived dysfunction in the family. Correlations were 
more significant than with the child's diagnosis, delay, or gender (Herring et al.). 
Often, even when symptoms are recognized, parents do not know how to get 
services for their children. Witt, Kasper, et al. (2003) found that the odds of a child with 
disabilities receiving outpatient services for psychosocial adjustment problems was least 
likely when a family member alone coordinated services. 
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Douma, Dekker, and Koot (2006) conducted a study to determine the need for 
support among parents of children with intellectual disabilities and psychopathology, 
including types of support needed and reasons support may not be being utilized. The 
researchers developed an assessment tool called the Need for Help Questionnaire to 
assess parental support needs. Douma et al. reported that 88.2 percent of parents 
participating in their study indicated that they were in need of some kind of support with 
relation to their children's disabilities. Supports needed most often were someone to lend 
an ear, respite care, child mental health care, and information (Douma et al.). Parents 
who perceived both emotional and behavioral issues in their children reported the greatest 
need for SUppOlt (Douma et al.). 
Screening Tools for Depression 
Many different screening tools are available and have been utilized in studies of 
depression in children with disabilities. Most are simple to administer and score, and 
would be beneficial as part of a routine screening process for identifying psychosocial 
needs. Screening tools for childhood depression can vary in method of administration, 
number of items, amount of time required to administer the tool, and age of the-test 
population. 
Screening children with physical disabilities for psychosocial deficits, including 
depression and low self-esteem is critical to identifying deficits and getting supports in 
place early. Kokkonen, Kokkonen, and Saukkonen (1998) conducted a study of young 
adults who had neurological disorders in childhood utilizing a checklist for presence of 
psychosomatic symptoms over the past year and a shortened Present State Examination 
called a PSE-CATEGO to identify psychiatric symptoms. The results of this particular 
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study showed a significant increase in the presence of mental health issues including 
depression, anxiety, and psychosomatic symptoms among individuals with motor 
disabilities compared to the general population by the time of early adulthood, supporting 
a need to address psychosocial issues early on to minimize the negative impacts of 
physical disabilities on mental health and wellbeing. 
Following is a table summarizing available depression screening tools for 
children. Included is information on age range, method of administration, number of 
items, administration time, psychometric properties, and key areas targeted by the 
assessment. 
Table 1 
Pediatric Depression Assessment Tools 
Children's Depression Inventory (CDI) (Psychological Assessment Resources, 200Sa; 
Sharp, & Lipsky, 2002) 
Subject age 
Administration method 
Number of Items 
Completion time 
Psychometric properties 
Key areas targeted 




Alpha: O.SI; test-retest: 0.60 
A symptom-oriented depression scale with a 1st-grade 
reading level. The child or adolescent is instructed to select 
one sentence for each item that best describes him/her for 
the past 2 weeks. Also has 10 item short form. 
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Beck Depression Inventory (Massachusetts General Hospital School Psychiatry Program 
& Madi Resource Center, 2006) 
Subject age 
Administration method 
Number of items 
Completion time 
Psychometric properties 
Key areas targeted 




Sensitivity: 84% Specificity: 81 % 
Designed to measure the presence and severity of depressive 
symptoms in the general population as well as in 
psychiatrically diagnosed patients. A 7 item short form is 
also available. 
Beck Youth Inventories of Emotional and Social Impairment (BYI) (Massachusetts 
General Hospital School Psychiatry Program & Madi Resource Center, 2006) 
Subject age 
Administration method 
Number of items 
Completion time 
Psychometric properties 
Key areas targeted 




Alpha coefficient: .86 to .96; Standard error of measurement 
.74 to .93 
Includes five 20 item assessments which can be used 
separately or in any combination to assess a youth's 
emotional and social impairments related to experiences of 
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depression, anxiety, anger, dismptive behavior, and self-
concept. Children and adolescents describe how frequently 
statements have been tme for them during the past two 
weeks, including the date completed. 
Center for Epidemiological Studies-Depression Scale for Children (Massachusetts 
General Hospital School Psychiatry Program & Madi Resource Center, 2006) 
Subject age 
Administration method 
Number of items 
Completion time 
Psychometric properties 
Key areas targeted 




Sensitivity: 71 %; Specificity: 57% 
This tool is a series of statements which are scored by the 
frequency the child experienced them, within the past week. 
Scores indicate whether depression is or is not likely. This 
assessment tool is in the public domain and available free at: 
http://brightfutures.org!mentalhealthlpdf/professionalslbridg 
esl ces_ dc. pdf 
Child Behavior Checklist (Achenbach, 1991) 
Subject age 
Administration method 
Number of items 
Completion time 
Two forms: 1 Y2 to 5 and 6 to 18 





Psychometric properties Internal consistency: .78-.97; Test-retest value: .95 to 1.00 
Key areas targeted Used to measure Aggression, Hyperactivity, Bullying, 
Conduct problems, Defiance, and Violence and has subtests 
and scores including Aggressive Behavior, Anxious/ 
Depressed, Attention Problems, Delinquent Rule-Breaking 
Behavior, Social Problems, Somatic Complaints, Thought 
Problems, Withdrawn, Externalizing, Internalizing, Total 
Problems, plus DSM-oriented scales. Also useful for 
measuring a child's change in behavior over time or 
following a treatment. 
Children's Assessment of Participation and Enjoyment (CAPE) (Law et aI., 2006) 
Subject age 
Administration method 
Number of items 
Completion time 
Psychometric properties 
Key areas targeted 
6 to 21 
Self-report or interview 
49 
30-45 minutes 
Test-retest for formal, informal, and total participation 
intensity varies from .64 to .86, respectively. 
Designed for use with children both with and without 
physical disabilities. Used to gather data on the 
participation of children in both formal and informal 
activities. Asks: with whom is an activity done, where it is 
done, and level of enjoyment of an activity. Provides three 
levels of scoring: overall participation, domain scores 
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reflecting participation in formal and informal activities, and 
scores reflecting participation in five types of activity 
(recreational, active physical, social, skill-based, and self-
improvement activities). 
Multiscore Depression Inventory for Adolescents and Adults (MDI) (Massachusetts 
General Hospital School Psychiatry Program & Madi Resource Center, 2006) 
Subject age 13 and older 
Administration method Self-report 
Number of items 180 
Completion time 20 minutes 
Psychometric properties Unable to locate for this tool 
Key areas targeted Items are tme/false. Results provide information about 
severity and 10 depression indicators: low energy level, 
cognitive difficulty, guilt, low self-esteem, social 
introversion, pessimism, irritability, sad mood, helplessness, 
and learned helplessness. A short form is also available 
consisting of 47-items. 
Multiscore Depression Inventory for Children (MDI-C) (Massachusetts General 
Hospital School Psychiatry Program & Madi Resource Center, 2006) 
Subject age 
Administration method 
Number of items 
Completion time 





Psychometric properties Unable to locate for this tool 
Key areas targeted Items are tme/false regarding anxiety, self-esteem, sad 
mood, helplessness, social introversion, low energy, 
pessimism, and defiance. 
Nisonger Child Behavior Rating Form (NBRF) (Aman, Tasse, Rojahn, & Hammer, 
1996) 
Subject age 3 to 16 
Administration method Parent or teacher completed questionnaire 
Number of items 66 
Completion time 7 -8 minutes 
Psychometric properties Median alpha values for problem behavior/ social 
competence subscales: 
Key areas targeted 
Parent report: .85/ .78 Teacher report: .87 / .84 
Assesses social competence and various problem behaviors. 
Modified from Child Behavior Rating Form by altering 
instmctions and adding new items describing behavior 
problems known to occur in children with mental retardation. 
Includes two Social Competence subscales and six Problem 
Behavior subscales. Relevant to a wide range of childhood 
problems, including stereotypic behavior and self-injury 
because of their prominence in mental retardation. Research 
conducted by the authors suggests this is a promising tool for 
assessing behavioral and emotional problems in children 
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with mental retardation; however, its authors acknowledge 
further psychometric work is warranted. May be 
downloaded free from: http://psychmed.osu.edu/ncbrf.htm 




2 to 18 
Self-report in children over 5, but can be by parent or 
caregiver report 
Number of items 23 
Completion time Less than 5 minutes 
Psychometric properties Internal consistency child and parent reports: .80-.88 and 
.86-.90, respectively 
Key areas targeted Designed to measure physical, emotional, and social health, 
as well as function in the school/daycare environment at 
developmentally appropriate stages. Items are individually 
scored from 1-5, and converted to a 100 point scale by which 
three different scores can be derived from the assessment: 
Psychosocial Health Summary, Physical Health Summary, 
and Total Scale Score. 
Pediatric Symptom Checklist (PSC) and the Youth PSC (Hacker et aI., 2006; 
Massachusetts General Hospital, n.d.) 
Subject age 3 to 16 
18 
Administration method PSC is a Parent questionnaire, Youth PSC is self-report in 
ages 14+ 
Number of items 35 
Completion time 5-10 minutes 
Psychometric properties Specificity: .68 and Sensitivity: .95 
Key areas targeted Questionnaire that asks parents questions about concerns 
with their child's emotional and behavioral status. Items are 
scored as never (0), sometimes 0), or often (2) present. 
Total scores that exceed a set cut-off score are considered 
positive scores. Available free at: 
http://www.massgeneral.orglallpsych/psc/psc_forms.htm 
Personal Adjustment and Role Skills Scale (PARS III) (Hendriksen et aI., 2008; Witt, 
Riley et aI., 2003) 
Subject age 6 to 17 
Administration method Parent completed questionnaire 
Number of items 28 
Completion time 5-10 minutes 
Psychometric properties Internal consistency: .88-.92 
Key areas targeted Created for children with chronic physical illnesses, and 
addresses peer relations, dependency, hostility, productivity, 
anxiety-depression, and withdrawal. 
Reynolds Adolescent Depression Scale II (Psychological Assessment Resources, 2008b) 
Subject age 11 to 20 
19 
Administration method Self-report 
Number of items 30 
Completion time 10 to 15 minutes 
Psychometric properties Unable to locate for this tool 
Key areas targeted Suited for individual or group administration in school or 
clinical settings. Evaluates the current level of an 
adolescent's depressive symptoms along four dimensions: 
Dysphoric Mood, Anhedonia/Negative Affect, Negative 
Self-Evaluation, and Somatic Complaints 
Reynolds Child Depression Scale (Psychological Assessment Resources, 2008c; Sharp 
& Lipsky, 2002) 
Subject age 8 to 12 
Administration method Self-report 
Number of items 30 
Completion time 10-15 minutes 
Psychometric properties Sensitivity: 73%, Specificity: 97% 
Key areas targeted Can be used in schools or in clinical settings (grades 3-6). It 
provides school and mental health professionals with a 
straightforward, easily administered measure for the 
evaluation of the severity of children's depressive symptoms. 
Self-Perception Profile for Children (Shields et aI., 2007) 
Subject age 8 to 12 
Administration method Self-report 
20 
Number of items 
Completion time 
Psychometric properties 
Key areas targeted 
36 
10-15 minutes 
Internal consistency: .71 to .86; Retest reliability: .61 to .86 
Assesses the self-concept domains of scholastic competence, 
social acceptance, athletic competence, physical appearance, 
behavioral conduct, and global self-worth. 
Vineland Adaptive Behavior Scales: Interview Edition Survey Form (SF) and Interview 
Edition Expanded Form (EF) (Sparrow, Balla, and Cicchetti, 1984) 
Subject age Birth to 18 
Administration method Parent/Caregiver semi-structured interview 
Number of items SF: 297 and EF: 577 
Completion time SF: 20-60 minutes and EF: 60-90 minutes 
Psychometric properties Test-retest: .83 to .94; Inter-rater: .62 to .78 
Key areas targeted Designed to assess handicapped and non-handicapped 
persons in their personal and social functioning. Two 
versions. Both have four Behavior Domains: 
Communication, Daily Living Skills, Socialization, and 
Motor Skills. 
Programs Addressing Needs 
Limited published data could be located related to programs addressing the needs 
of children with physical disabilities and depression or low self-esteem. In one located 
study, Sheppard (2006) researched a program called Growing Pains, which is a personal 
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development program for students with intellectual and developmental disabilities in a 
specialist school. Subjects were evaluated on observable personal skills by teacher-
completed checklists initially, including social skills, drug education, relationships and 
sexuality, protective behaviors, grieving and loss, human life cycle, and personal hygiene. 
Specific topics were covered in group settings to teach the skills, with structured lessons 
and discussions. Skills were evaluated again after 20 weeks using the same checklist. 
The results of the study indicated that the Growing Pains program was likely effective in 
improving skills in all areas except for personal hygiene. The results could not be 
absolutely attributed to participation in the program, but were positive enough to 
recommend the continuation of the program after the 20 week trial. 
Sheppard's (2006) study addressed issues of adolescence that are not specific to 
able bodied or average intelligence level individuals. It studied a program designed to 
address these issues specifically with adolescents with physical disabilities and cognitive 
impairments and the results suggest the methods used are effective means of teaching 
personal development skills. Many of the areas studied can be attributed to self-esteem 
and other mental health issues in the general population of adolescents, and should be 
explored when designing interventions with people of all abilities. 
Additional literature of relevant programming could not be located. It is unclear 
whether this is the result of a lack of programs, or a lack of published documentation of 
such. 
The Related Role of Occupational Therapy 
Occupational therapy is a diverse field with diverse training in both physical 
rehabilitation and in psychosocial aspects of health and wellness. The premise of the 
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profession is treating individuals as whole people, considering their physical, cognitive, 
psychosocial and spiritual needs, regardless of setting. However, occupational therapists 
often limit their scope of practice to what is generally expected of them in a given setting, 
creating a paradox between professional values and practice. Pediatric practice is no 
exception. It often involves the treatment of children with physical developmental 
delays, and though co-morbid psychosocial issues may exist in any setting, they may be 
overlooked in pediatric rehabilitation, due to many symptoms of mental illness being 
attributed to primary disease processes. It is often difficult for people who do not work in 
child psychiatry to consider the need to treat children and adolescents for mental 
disorders (Lambert & Rodriques, 1998). 
Occupational therapists working in pediatric physical rehabilitation settings 
generally see their clients at least once per week, which is more often than other primary 
healthcare providers, such as doctors and nurses. Occupational therapists have a unique 
advantage as a result of the higher frequency of their contact. More observations of and 
interactions with children can be very helpful in recognizing symptoms of depression. 
Also, there is often more contact with parents or caregivers as well, which lends more 
opportunities for these people to voice concerns related to their child's overall well-
being. Additionally, because occupational therapists' educations include psychosocial 
aspects of human development and treatment of clients dealing with psychosocial 
dysfunction, screening for depression and low self-esteem issues is a reasonable 
expectation of them, and in-line with the values of the profession by utilizing a holistic 
treatment approach. 
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Occupational therapists utilize functional activities to promote functional 
outcomes, regardless of treatment setting, though the activities chosen may vary in 
content or purpose. Occupational therapists are skilled at activity analysis and thus can 
be very creative in their approach to activity selection for children, and especially for 
children with depression or low self-esteem in addition to physical disabilities. 
Occupational therapists can, with relative ease, incorporate many of their psychosocial 
treatment skills into activities designed to promote physical development. 
Integration of Occupational Therapy Theory 
Occupational therapy is a diverse field, which has traditionally been person 
centered and holistic in nature. However, not all theories for occupational therapy 
practice support a truly holistic approach to intervention. Addressing psychosocial 
concerns in the context of physical disabilities intervention is well supported with the 
Model of Human Occupation, developed by Gary Kielhofner and Kirsty Forsyth. This 
frame of reference emphasizes looking at the whole person, and all areas of life function, 
with the understanding that all systems work together and respond to each other to make 
occupation possible. The model's concepts address motivation for occupation, routine 
patterning of occupational behavior, nature of skilled performance, and the influence the 
environment has on occupation (Kramer et aI. , 2003). 
The Model of Human Occupation is based on the idea that what a person does in 
work, play and self-care is a function of motivational factors, life patterns, performance 
capacity, and environmental influences (Kramer et aI., 2003). The model views therapy 
as a process in which help is provided to do things, which helps shape a persons abilities, 
self-concept, and identity (Kramer et aI., 2003). This model is congruent with the idea 
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that therapy can and should be a holistic process which leads to greater development of 
skills not only physically, but also emotionally and psychosocially. 
The Model of Human Occupation describes occupational behavior as behaviors in 
which a person engages for most of their waking time, which include playful, restful, 
serious, and productive activities (Kielhofner, 2008). Interactions with the environment 
provide input, which is processed by the mind and body (throughput), and then used to 
produce behavior, or output. This process continues, with responses being made to the 
behaviors, providing new input, or feedback, which is reorganized or processed again in a 
circular pattern (Kielhofner, 2008). 
The Model of Human Occupation places importance on the role of the 
environment in occupational performance. The model divides environmental factors into 
external and internal. The external environment influences occupation by both enabling 
opportunities for behavior, as well as requiring behaviors, and sometimes both at the 
same time (Kielhofner, 2008). A kindergarten student, for example, may be in a 
classroom which provides opportunities to move around, play with toys, talk to peers, 
read books, write or draw, work on a computer, etcetera. At the same time, he is required 
to listen to his teacher, complete assignments in the given time, interact appropriately 
with peers, and keep his desk area neat, or he may be reprimanded by his teacher. 
The internal environment is divided into subsystems under the Model of Human 
Occupation, including Volition, Habituation, and Mind-Brain-Body Performance. The 
Volition subsystem is responsible for guiding the choices of occupations made by an 
individual (Kielhofner, 2008). The Model of Human Occupation describes volition as 
including personal causation (or knowledge of capacity), values (personal convictions 
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that help a person to assign meaning to their occupations), and interests (those things 
which provide pleasure, enjoyment, and satisfaction) (Kielhofner, 2008). The 
Habituation subsystem relates to assumed and routine activities of day to day living, and 
can be broken down into habits and internalized roles (Kielhofner, 2008). Habits are 
typical ways of doing things and roles are typical ways of relating to other people 
(Kielhofner, 2008). The Mind-Brain-Body Performance subsystem includes the 
musculoskeletal, neurological, perceptual and cognitive abilities to participate in 
occupation or enact a behavior (Kielhofner, 2008). This subsystem involves the complex 
combinations of performance of each of these systems together to produce meaningful 
activity or behavior. Their performance may be either the result of external 
environmental influences, or the cause of changes in the other areas of the internal 
environment, or both. 
The model does not have strict evaluation guidelines, though it does encourage 
comprehensive evaluation procedures (MacRae, Falk-Kessler, Julin, Padilla & Schultz 
1998). This allows the therapist room to use his or her own judgment about what kinds 
of assessment tools will work best with each client, individually. This model reminds the 
occupational therapy practitioner that each client is a complex and unique individual, and 
evaluative and treatment methods need to be individualized as well. 
The Model of Human Occupation was selected for this project because it is a 
comprehensive theory of human behavior. It encourages the assessment of performance 
of all areas of human function, at any point in the lifespan, and lends itself to a variety of 
treatment settings as a result. Though it is often used in settings which are either 
predominantly for physical rehabilitation or predominantly for psychosocial 
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rehabilitation, this model works nicely as a basis for holistic services in both types of 
settings. 
Conclusion 
The review of existing literature shows that depression is often overlooked in 
children with physical disabilities, though it may be as common in these children as in 
those without physical disabilities. The literature supports the need to recognize and treat 
children with depression, and covers many screening tools that are available to help with 
identifying depressed children. Screening for depression is something that could be 
incorporated into occupational therapy services with relative ease. Occupational 
therapists who work with children who have physical disabilities typically see them much 
more frequently than other health care providers, including pediatricians, thus they have 
more opportunities to pick up on potential psychosocial dysfunction in these children. 
Occupational therapists have formal training in and knowledge of both physical 
disabilities and psychosocial dysfunction, and occupational therapy in general is a holistic 
practice, lending itself readily to the integration of the two areas in treatment, as it is 
appropriate. 
Little data could be located relating to programs which seek to provide integrated 
psychosocial and physical rehabilitation services. It is not clear whether this is due to a 
lack of programming or a lack of published documentation of programs. 
In the next chapter the methodology for this scholarly project is discussed. 
Included is discussion on how it was determined that a need exists to address 
psychosocial issues such as depression among children with physical disabilities, how 
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perceived needs of pediatric occupational therapy practitioners were identified, and the 




Based upon professional experience in working with children with physical 
disabilities, and contact with other pediatric occupational therapists who expressed 
similar concerns, it was evident to the author of this scholarly project that a need exists 
for psychosocial assessment and interventions among some children with physical 
disabilities, who appear to be depressed or dealing with low self-concepts. Based upon 
this hypothesis, a review of the literature was completed, including data on the 
prevalence of psychosocial dysfunction, needs of affected individuals, impact on 
families, available screening tools, programs addressing needs, the related role of 
occupational therapy, and the integration of occupational therapy theory. The available 
literature supported the hypothesis that children with physical disabilities have at least the 
same, if not greater, risk of psychosocial dysfunction as their non-disabled peers (Ailey, 
2003; Cadman et aI., 1987; Kokkonen et aI., 2001), and indicated that frequently signs 
and symptoms of mental illness in these children ~re overlooked or attributed to their 
primary disabilities in elTor (Ailey, 2003). Further, very little literature could be found 
which indicated that this need is being considered or addressed with this population. 
Based upon the conclusions drawn from the review of the literature, the author of 
this scholarly project informally consulted with other pediatric occupational therapy 
practitioners regarding their perceived needs related to addressing psychosocial needs 
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among children with physical disabilities. These practitioners expressed concerns related 
to a perceived lack of ability to recognize the signs or symptoms of depression in the 
children they serve, lack of knowledge about available screening resources, and concern 
about the ability to provide services that meet the needs of these children and meet 
requirements for third-party payer source reimbursement. 
Theories and models of practice in occupational therapy were reviewed, and the 
Model of Human Occupation, by Gary Kielhofner and Kirsty Forsyth, was selected to 
guide the development of this project. The model emphasizes looking at the whole 
person, and all areas of life function, with the understanding that all systems work 
together and respond to each other to make occupation possible. The model views 
therapy as a process in which help is provided to do things, which helps shape a persons 
abilities, self-concept, and identity (Kramer et aI., 2003), and is congment with the idea 
that therapy can and should be a holistic process which leads to greater development of 
skills not only physically, but also emotionally and psychosocially. 
A reference manual was developed in order to meet the identified needs of 
occupational therapy practitioners working with children with physical disabilities. 
Included in the manual is information related to the prevalence of depression in children 
with physical disabilities, information related to the need to assess and address 
psychosocial skills in the context of traditional pediatric settings, a listing of symptoms of 
depression in children, summative information on a variety of available screening tools 
for depression in children, as well as one assessment tool which is free from copyright 
restriction, to enable screening of some children to begin right away. It also includes 
specific treatment activities which address both psychosocial and physical needs. 
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The reference manual is intended to increased awareness of the psychosocial 
impact of physical disabilities in children among occupational therapists and occupational 
therapy assistants, improve the recognition of psychosocial needs among children with 
physical disabilities, and to encourage occupational therapy practitioners to utilize 
holistic treatment approaches to facilitate imrovement of both psychosocial and physical 
skills whenever appropriate, ultimately resulting in improved coping skills and feelings of 
worth and value, as well as improved physical abilities in these children. By combining 
psychosocial and physical approaches, the therapist can continue to meet reimbursement 
requirements of third party payer sources, who may not otherwise allow for the provision 
of psychosocial occupational therapy services, but will reimburse for physical disabilities 
treatment. 
A detailed summary of the product is found in the next chapter. The complete 
product, Treating the Whole Child: Recognizing and Addressing Depression in Childem 





Information gathered through a comprehensive review of the literature, 
professional experiences, and informal interviews with other occupational therapy 
professionals, supports the need to address psychosocial issues such as depression and 
low self-esteem among children with physical disabilities receiving occupational therapy 
services. This scholarly project has culminated in the production of a reference manual 
for occupational therapy practitioners working with children who have physical 
disabilities who may also have depression, found in the appendix. The purpose of this 
reference guide is to increase awareness of depression in children with physical 
disabilities, provide tools to assist the therapist in recognizing signs or symptoms of 
depression in children, and to encourage occupational therapists to get back to their 
holistic roots by incorporating psychosocial and physical needs into their treatment 
sessions. 
The reference guide includes information about the prevalence of depression 
among children with physical disabilities, in hopes of increasing awareness of the issues 
pertaining to this area. Information about signs and symptoms of depression in children 
is also included to help therapists to begin to identify depression in the children they 
serve. A table of available screening tools is also included, and one tool, the Center for 
Epidemiological Studies - Depression Scale for Children, has been included and is free 
from copyright restrictions, allowing for therapists to reproduce and use it again and 
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again, without cost. Finally, because pediatric psychosocial occupational therapy 
services alone may not be reimbursable by third party payer sources, the reference guide 
includes specific treatment ideas and activities to help occupational therapists integrate 
their psychosocial and physical dysfunction treatment skills into the same session, 
addressing both the child's physical and emotional needs. 
In the next chapter this scholarly project is summarized, including an overview of 
the research, methods and product. Additionally, information related to the anticipated 




Childhood is typically a fun, carefree time, filled with laughter, play and learning. 
For children who were born with a physical disability, or who have acquired one, 
however, it may be a much more stressful period of life. Children who have limited 
physical abilities often have to face obstacles and challenges just to complete typical 
childhood activities. Then, in addition to their physical limitations, they must cope with 
stresses that are difficult even for adults to handle. Witt, Kaspar et al. (2003) reported 
that of the estimated 8 million children with disabilities nationwide, an estimated 11.5 
percent of these children are also experiencing psychosocial adjustment problems. Ailey 
(2003) reports that concurrent psychiatric illnesses may in fact have higher rates among 
persons with intellectual and developmental disabilities than in the general population. 
Unfortunately, many times psychosocial symptoms in children with 
developmental disabilities are overlooked by healthcare providers, being incorrectly 
attributed to their primary disabilities (Ailey, 2003). If the signs are not recognized, the 
child cannot receive the services he needs to improve. 
Occupational therapists who work with children with physical disabilities 
typically see them much more often than their primary care physicians or nurses do. 
Consequently, occupational therapists have more opportunities to observe and interact 
with these children, and pick up on potential signs and symptoms of depression in this 
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population. Using the occupational therapy Model of Human Occupation, by Gary 
Kielhofner and Kirsty Forsyth, a reference manual for occupational therapy practitioners 
working with children with physical disabilities, who may also have depression or low 
self-esteem was developed. This model was selected because it is a holistic model by 
which therapy is viewed as a process in which help is provided to do things, which helps 
shape a persons abilities, self-concept, and identity (Kramer et aI., 2003), and is 
congment with the idea that therapy can and should be a holistic process which leads to 
greater development of skills not only physically, but also emotionally and 
ps ychosociall y. 
Included in the manual is information related to the prevalence of depression in 
children with physical disabilities, information related to the need to assess and address 
psychosocial skills in the context of traditional pediatric settings, a listing of symptoms of 
depression in children, summative information on a variety of available screening tools 
for depression in children, as well as one assessment tool which is free from copyright 
restriction, to enable screening of some children to begin right away. It also includes 
specific treatment activities which address both psychosocial and physical needs. 
The reference manual is intended to increased awareness of the psychosocial 
impact of physical disabilities in children among occupational therapists and occupational 
therapy assistants, improve the recognition of psychosocial needs among children with 
physical disabilities, and to encourage occupational therapy practitioners to utilize 
holistic treatment approaches to facilitate imrovement of both psychosocial and physical 
skills whenever appropriate, ultimately resulting in improved coping skills and feelings of 
wOlth and value, as well as improved physical abilities in these children. 
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The reference manual created is brief, and user friendly, allowing a therapist to 
get the information they are looking for quickly and easily. It is anticipated that this 
manual will be used as a resource for experienced therapists who feel there is a need to 
incorporate more of their phychosocial skills into their pediatric settings, as well as to 
help promote holistic treatment approaches among student occupational therapists during 
fieldwork experiences. It is hoped that this manual will be a useful tool for therapists, 
and more importantly helpful in identifying children with psychosocial dysfunction who 
have gone under the radar as a result of their primary disabilties. 
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Introduction: 
Pediatric occupatiomil therapists work with children everyday who have physical 
disabilities which limit their participation in everyday activities. While many of these 
children cope with their disabilities just fine, some do not. These children may develop 
poor self-esteem or depression, which can further limit their performance of everyday 
tasks, as well as their ability to benefit from the physical disabilities services they are 
already receiving. 
In an effort to determine the severity of the problem, and find ways of addressing 
the need for psychosocial services among children with physical disabilities, we 
completed a comprehensive review of the literature and informal interviews with other 
occupational therapy professionals. The results supported our own professional 
experiences and indicate there is a need to address psychosocial issues such as depression 
and low self-esteem among the children we serve, as well as their physical disabilities. 
This reference manual was created for occupational therapy practitioners working 
with children who have physical disabilities who may also have depression. Its purpose 
is to increase awareness of depression in children with physical disabilities, provide tools 
to assist the therapist in recognizing signs or symptoms of depression in children, and to 
encourage occupational therapists to get back to their holistic roots by incorporating 
psychosocial and physical needs into their treatment sessions. 
Included in this reference manual is information about the prevalence of 
depression among children with physical disabilities. Signs and symptoms of depression 
in children are also included to help therapists to begin to identify depression in the 
children they serve. Names and summative information on available screening tools for 
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childhood depression has also been included to help you decide which tool is right for 
your practice. One tool, the Center for Epidemiological Studies - Depression Scale for 
Children, has been included and is free from copyright restrictions, allowing for you to 
reproduce it and use it again and again. Finally, because pediatric psychosocial 
occupational therapy services alone may not be reimbursable by third party payer 
sources, the reference guide includes specific treatment ideas and activities to help you 
integrate your psychosocial and physical dysfunction treatment skills into the same 
session, addressing both the child's physical and emotional needs. 
We hope that this reference will be enlightening and yet a practical and useful tool 
for your practice. We believe in the holistic approaches which founded our profession, 
and know that with a little insight and creativity, we can remain faithful to those roots, 
serving individuals as whole people, and let our services be defined by those individuals' 
needs, and not by restrictions set by third party payers. 
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Signs and Symptoms of Depression in Children: 
Signs and symptoms of depression may vary dependent upon the age of the 
individual. This fact may make it more difficult to recognize that depression, versus 
another cause, may be the root of behaviors seen in children. Below is a table outlining 
the behavioral symptoms of depression at different ages. 
Table 1: 
Comparative Symptoms of Depression (Iannelli, 2004; Schimelpfening, 2007; United 
S D f H I h d H S· 2003) tates epartment 0 ea t an uman erVlces, 
Adult Symptom Child Example Adolescent Example 
depressed/sad mood Irritable, argumentative, Argumentative, aggressive, 
aggressive, whining/crying emotionally sensitive 
diminished not as motivated or playful, Isolative, quits activities, 
interest/pleasure, inability not as curious and shows no initiative, grades 
to feel pleasure explorative, school work drop, boredom 
drops off, boredom 
unintentional weight Fails to gain weight Weight changes 
changes normally 
sleep changes Difficulty falling asleep or Difficulty falling asleep or 
staying asleep staying asleep, stays up all 
night 
being slowed down or Difficulty concentrating or Difficulty concentrating or 
sped up sitting still, impulsivity, sitting still, impulsivity, less 
less active or interactive, active or interactive, 
hyperactive, disorganized disorganized 
fatigue Needs rests, naps, Refuses to participate, lays 
complains when is pushed around a lot, sleeps during 
to do things, plays "sick" day, acts "sick" a lot 
worthlessness and guilt Makes negative self- Makes negative self 
comments such as "You comments such as "I'm fat" 
hate me" and "I'm stupid" "I'm ugly" "Everybody hates 
me" 
poor concentration, can't Poor attention and Poor attention and 
make decisions concentration, easily concentration, easily 
distractible, disorganized distractible 
4 
thoughts of death or Talks about death, states "I Obsesses on death and 
suicide wish I was never bom" or morbid topics, voices wishes 
"I wish I was dead" to be dead or thinl\s 
about/attempts suicide 
Psychosis: hearing things, Extreme fears for safety, Suspiciousness, paranoia, 
seeing things, or paranoia seeing scary images, seeing fearful images or 
hearing monsters hearing their name called 
This list is intended for informational purposes only and is not a definitive or 
diagnostic tool. Not all children exhibiting signs noted below are depressed, nor is this 
an exhaustive list of signs/ symptoms of depression. If a child is exhibiting signs of 
depression, further assessment is indicated. 
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Screening for Depression in Children: 
Occupational therapists working with children with physical disabilities can be 
instrumental in helping to identify children with psychosocial problems. This is because 
we typically see these children on a much more frequent basis than pediatricians or 
nurses do, and thus have more opportunities to observe potential indicators of 
psychosocial dysfunction. There are many screening tools available to help identify 
depression in children. Most are fast and easy to administer and score. Below is a table 
of available screening tools, and available data on each, to familiarize you to what tools 
are available and to help you make an informed choice about which tool is right for your 
practice setting. Though primary references are cited, it is also helpful to know that there 
is a wealth of information available on the internet about each of these tools, when 
searched for by assessment title. 
Table 2: 
Pediatric Depression Assessment Tools 
Children's Depression Inventory (CDI) (Psychological Assessment Resources, 2008a; 
Sharp, & Lipsky, 2002) 
Subject age 7 to 17 
Administration method Self-report 
N umber of Items 27 (also has 10 item short form) 
Completion time 10-15 minutes 
Psychometric properties Alpha: 0.81; test-retest: 0.60 
6 
Key areas targeted A symptom-oriented depression scale with a 1st-grade 
reading level. The child or adolescent is instructed to select 
one sentence for each item that best describes himlher for 
the past 2 weeks. 
Beck Depression Inventory (Massachusetts General Hospital School Psychiatry Program 
Subject age 
Administration method 
Number of items 
Completion time 
Psychometric properties 
Key areas targeted 
& Madi Resource Center, 2006) 




Sensitivity: 84% Specificity: 81 % 
Designed to measure the presence and severity of depressive 
symptoms in the general population as well as in 
psychiatrically diagnosed patients. A 7 item short form is 
also available. 
Beck Youth Inventories of Emotional and Social Impairment (BYI) (Massachusetts 
General Hospital School Psychiatry Program & Madi Resource Center, 2006) 
Subject age 
Administration method 
Number of items 
Completion time 






Key areas targeted 
Alpha coefficient: .86 to .96; Standard elTor of measurement 
.74'to .93 
Includes five 20 item assessments which can be used 
separately or in any combination to assess a youth's 
emotional and social impairments related to experiences of 
depression, anxiety, anger, disruptive behavior, and self-
concept. Children and adolescents describe how frequently 
statements have been true for them during the past two 
weeks, including the date completed. 
Center for Epidemiological Studies-Depression Scale for Children (Massachusetts 
General Hospital School Psychiatry Program & Madi Resource Center (2006) 
Subject age 
Administration method 
Number of items 
Completion time 
Psychometric properties 
Key areas targeted 




Sensitivity: 71 %; Specificity: 57% 
This tool is a series of statements which are scored by the 
frequency the child experienced them, within the past week. 
Scores indicate whether depression is or is not likely. This 




Child Behavior Checklist (Achenbach, 1991) 
Subject age 
Administration method 
Number of items 
Completion time 
Psychometric propelties 
Key areas targeted 
Two forms: 1 Y2 to 5 and 6 to 18 




Internal consistency: .78-.97; Test-retest value: .95 to 1.00 
Used to measure Aggression, Hyperactivity, Bullying, 
Conduct problems, Defiance, and Violence and has sub tests 
and scores including Aggressive Behavior, Anxious/ 
Depressed, Attention Problems, Delinquent Rule-Breaking 
Behavior, Social Problems, Somatic Complaints, Thought 
Problems, Withdrawn, Externalizing, Internalizing, Total 
Problems, plus DSM-oriented scales. Also useful for 
measuring a child's change in behavior over time or 
following a treatment. 
Children's Assessment of Participation and Enjoyment (CAPE) (Law et aI., 2006) 
Subject age 
Administration method 
Number of items 
Completion time 
Psychometric properties 
6 to 21 . 
Self-repOlt or interview 
49 
30-45 minutes 
Test-retest for formal, informal, and total participation 
intensity varies from .64 to .86, respectively. 
9 
Key areas targeted Designed for use with children both with and without 
physical disabilities. Used to gather data on the participation 
of children in both formal and informal activities. Asks: 
with whom is an activity done, where it is done, and level of 
enjoyment of an activity. Provides three levels of scoring: 
overall participation, domain scores reflecting participation 
in formal and informal activities, and scores reflecting 
participation in five types of activity (recreational, active 
physical, social, skill-based, and self-improvement 
activities). 
Multiscore Depression Inventory for Adolescents and Adults (MDI) (Massachusetts 
General Hospital School Psychiatry Program & Madi Resource Center, 2006) 
Subject age 13 and older 
Administration method Self-report 
Number of items 180 
Completion time 20 minutes 
Psychometric properties Unable to locate for this tool. 
Key areas targeted Items are true/false. Results provide information about 
severity and 10 depression indicators: low energy level, 
cognitive difficulty, guilt, low self-esteem, social 
introversion, pessimism, ilTitability, sad mood, helplessness, 
and learned helplessness. A ShOlt form is also available 
consisting of 47-items. 
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Multiscore Depression Inventory for Children (MDI-C) (Massachusetts General 
Hospital School Psychiatry Program & Madi Resource Center, 2006) 
Subject age 8 to 17 
Administration method Self-repOlt 
Number of items 79 
Completion time 20 minutes 
Psychometric propelties Unable to locate for this tool. 
Key areas targeted Items are true/false regarding anxiety, self-esteem, sad 
mood, helplessness, social introversion, low energy, 
pessimism, and defiance. 
Nisonger Child Behavior Rating Form (NBRF) (Aman, Tasse, Rojahn, & Hammer, 
1996) 
Subject age 3 to 16 
Administration method Parent or teacher completed questionnaire 
Number of items 66 
Completion time 7 -8 minutes 
Psychometric properties Median alpha values for problem behavior/ social 
competence subscales: 
Key areas targeted 
Parent report: .85/ .78 Teacher repOlt: .87 / .84 
Assesses social competence and various problem behaviors. 
Modified from Child Behavior Rating Form by altering 
instructions and adding new items describing behavior 
problems known to occur in children with mental retardation. 
11 
Includes two Social Competence subscales and six Problem 
Behavior subscales. Relevant to a wide range of childhood 
problems, including stereotypic behavior and self-injury 
because of their prominence in mental retardation. Research 
conducted by the authors suggests this is a promising tool for 
assessing behavioral and emotional problems in children 
with mental retardation; however, its authors acknowledge 
further psychometric work is warranted. May be 
downloaded free from: http://psychmed.osu.edu/ncbrf.htm 




2 to 18 
Self-report in children over 5, but can be by parent or 
caregiver report 
Number of items 23 
Completion time Less than 5 minutes 
Psychometric properties Internal consistency child and parent reports: .80-.88 and 
.86-.90, respectively 
Key areas targeted Designed to measure physical, emotional, and social health, 
as well as function in the schoolldaycare environment at 
developmentally appropriate stages. Items are individually 
scored from 1-5, and converted to a 100 point scale by which 
three different scores can be derived from the assessment: 
12 
Psychosocial Health Summary, Physical Health Summary, 
and Total Scale Score. 
Pediatric Symptom Checklist (PSC) and the Youth PSC (Hacker et aI., 2006; 
Massachusetts General Hospital, n.d.) 
3 to 16 Subject age 
Administration method PSC is a Parent questionnaire, Youth PSC is self-report in 
ages 14+ 
Number of items 35 
Completion time 5-10 minutes 
Psychometric properties Specificity: .68 and Sensitivity: .95 
Key areas targeted Questionnaire that asks parents questions about concerns 
with their child's emotional and behavioral status. Items are 
scored as never (0), sometimes 0), or often (2) present. 
Total scores that exceed a set cut-off score are considered 
positive scores. Available free at: 
http://www.massgeneral.org/allpsych/psc/psc_forms.htm 
Personal Adjustment and Role Skills Scale (PARS III) (Hendriksen et aI., 2008; Witt, 
Riley et aI., 2003) 
Subject age 6 to 17 
Administration method Parent completed questionnaire 
Number of items 28 
Completion time 5-10 minutes 
Psychometric properties Internal consistency: .88-.92 
13 
Key areas targeted Created for children with chronic physical illnesses, and 
addresses peer relations, dependency, hostility, productivity, 
anxiety-depression, and withdrawal. 
Reynolds Adolescent Depression Scale II (Psychological Assessment Resources, 2008b) 
Subject age 11 to 20 
Administration method Self-repOlt 
Number of items 30 
Completion time 10 to 15 minutes 
Psychometric properties Unable to locate for this tool. 
Key areas targeted Suited for individual or group administration in school or 
clinical settings. Evaluates the current level of an 
adolescent's depressive symptoms along four dimensions: 
Dysphoric Mood, Anhedonia/Negative Affect, Negative 
Self-Evaluation, and Somatic Complaints 
Reynolds Child Depression Scale (Psychological Assessment Resources, 2008c; Sharp 
& Lipsky, 2002) 
Subject age 8 to 12 
Administration method Self-report 
Number of items 30 
Completion time 10-15 minutes 
Psychometric properties Sensitivity: 73%, Specificity: 97% 
14 
Key areas targeted Can be used in schools .or in clinical settings (grades 3-6). It 
provides school and mental health professionals with a' 
straightforward, easily administered measure for the 
evaluation of the severity of children's depressive symptoms. 
Self-Perception Profile for Children (Shields et aI., 2007) 
Subject age 8 to 12 
Administration method Self-report 
Number of items 36 
Completion time 10-15 minutes 
Psychometric properties Internal consistency: .71 to .86; Retest reliability: .61 to .86 
Key areas targeted Assesses the self-concept domains of scholastic competence, 
social acceptance, athletic competence, physical appearance, 
behavioral conduct, and global self-worth. 
Vineland Adaptive Behavior Scales: Interview Edition Survey Form (SF) and Interview 
Edition Expanded Form (EF) (Sparrow, Balla, and Cicchetti, 1984) 
Subject age Birth to 18 
Administration method Parent/Caregiver semi-structured interview 
Number of items SF: 297 and EF: 577 
Completion time SF: 20-60 minutes and EF: 60-90 minutes 
Psychometric properties Test-retest: .83 to .94; lilter-rater: .62 to .78 
Key areas targeted Designed to assess handicapped and non-handicapped 
persons in their personal and social functioning. Two 
15 
verSIOns. Both have four Behavior Domains: 
Communication, Daily Living Skills, Socialization, and 
Motor Skills. 
Several screening tools are available on the internet, free of charge, for 
professionals to use, as noted in Table 1. The Center for Epidemiological Studies 
Depression Scale for Children is in the public domain and available free at the following 
web address: http://brightfutures.org/mentalhealthipdf/professionals/bridges/ces_dc.pdf 
It is been included here as well for your convenience. 
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INSTRUCTIONS FOR USE 
Center for Epidemiologk~1 Studies 
Depression Scale for ChUdren (CIE.S-DC) 
The Center for Epidemiological Studies 
Depression Scale for Children (CES-DC) is a 
ZO-item self-report depression inventory with 
possible scores ranging from 0 to 60. Each 
response to an item is scored as follows: 
o = "Not At All" 
1 = "A Little" 
Z = "Some" 
3 = "A Lot" 
However, items 4, 8, 12, and 16 are phrased 
positively, and thus are scored in the 
opposite order: 
3 = "Not At All" 
Z = "A Little" 
1 = "Some" 
0= "A Lot" 
Higher CES-DC scores indicate increasing 
levels of depression. Weissman et al. (1980), 
the developers of the CES-DC, have used the 
cutoff score of 15 as being suggestive of 
depressive symptoms in children and 
adolescents. That is, scores over 15 can be 
indicative of significant levels of depressive 
symptoms. 
Remember that screening for depression 
can be complex and is only an initial step. 
Further evaluation is required for children 
and adolescents identified through a 
screening process. Further evaluation is also 
warranted for children or adolescents who 
exhibit depressive symptoms but who do 
not screen positive. 
See also 
Tool for Families: Symptoms of 
Depression in Adolescents, p. 126. 
Tool for Families: Common Signs of 
Depression in Children and Adolescents, 
p.147. 
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Center fo r Epidemiological Studies 
Depression Scale for Children (CES-DC) 
Number ______________ _ 
Score 
INSTRUCTIONS 
Below is a list of the ways you might have felt or acted Please check how much you have felt this way during the past week. 
DURING THE PAST WEEK 
1. I was bothered by things that usually don't bother me. 
2. I did not feel like eating, I wasn't very hungry. 
3. I wasn't able to feel happy, even when my family or 
friends tried to help me feel better. 
4. I felt like I was just as good as other kids. 
5. I felt like I couldn't pay attention to what I was doing. 
DURING THE PAST WEEK 
6. I felt down and unhappy. 
7. I felt like I was too tired to do things. 
8. I felt like something good was going to happen. 
9. I felt like things I did before didn't work out right. 
10. I felt scared. 
DURING THE PAST WEEK 
11 . I didn't sleep as well as I usually sleep. 
12. I was happy. 
13. I was more quiet than usual. 
14. I felt lonely, like I didn't have any friends. 
15. I felt like kids I know were not friendly or that 
they didn't want to be with me. 
DURING THE PAST WEEK 
16. I had a good time. 
17. I felt like crying. 
18. I felt sad. 
19. I felt people didn't like me. 
20. It was hard to get started doing things. 
Not At All 
Not AtAfi 
Not At All 
Not At AI! 
www.brightfutures.org 
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A little Some A lot 
A little Some A lot 
A little Some A lot 
A little Some A lot 
Activities for Integrated Treatment: 
Occupational therapists may find it difficult to justify providing psychosocial 
treatment of children in many settings today. Though trained to provide for both physical 
and psychosocial disabilities, many treatment settings do not offer psychosocial 
occupational therapy services, and many third party payer sources will not pay for them. 
This makes treating the whole child, physical and psychosocial aspects, complicated. 
However, we as occupational therapists have our roots in holistic approaches, and with a 
little creativity, many activities can serve to benefit our children both physically and 
emotionally. In this section we have included over twenty different treatment activities 
that do just this, to help get you started. Use them again and again, or let them inspire 
you to return to your holistic roots with your own treatment ideas! 
19 
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Activity: Puppet Show 
Age Range: 2 to 9 years 
Physical Skills Addressed: fine motor coordination 
Summary: Make puppets using either socks or paper 
bags, using construction paper, feathers, wiggly eyes, 
markers, etc. to decorate them. Then, put on a puppet show 
to work on child-friendly role-playing. Act out stories as 
appropriate to represent life situations specific to the child, 
including school, community and home situations. Use this 
as an opportunity to teach social skills or coping skills. 
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Activity: Magazine Collage 
Age Range: 5 to 12 
Physical Skills Addressed: fine motor coordination, bilateral 
coordination 
Summary: Give the child a variety of magazines to look through 
and cut out pictures of people expressing a variety of emotions (or, 
pictures of things that make them happy) and paste to a large sheet 
of construction paper to make a collage. Use this as an opportunity 








Activity: Spider-web (bubble maps) 
Age Range: 9 to 18 
Physical Skills Addressed: fine motor coordination 
Summary: Have the child write down their mood or a fear/worry in 
a central "bubble." Show them how to branch off of that idea to 
others including sources of the mood/fear/worry, possible solutions, 
and ways to cope with or change the mood/fear/worry. The idea of 
this activity is to encourage looking at a problem in more than one 
way, recognize multiple stressors that affect mood, and identify 




Activity: J ournaling 
Age Range: 10 and up 
Physical Skills Addressed: fine motor coordination 
Summary: Have the child journal about hopes, fears, mood, daily 
events and activities to encourage self-reflection and create a 
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Activity: Trash Can 
Age Range: 5 to 12 
Physical Skills Addressed: Fine motor coordination 
Summary: Have the child write down negative thoughts and 
feelings on slips of paper. Then have the child wad them up and 
literally throw them in the trash can. Use the activity as an 
opportunity to discuss the power of negative thoughts and feelings 
on them, and the power to improve mood by getting rid of them and 
replacing them with positive thoughts. 
* 
Activity: Treasure Chest 
Age Range: 6 to 12 
Physical Skills Addressed: fine motor coordination 
Summary: Give the child a copy of treasure chest handout (pg. 31) 
and have him either draw or write about the things that are 
important to him and/or special about him. Help the child to 
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Activity: Matching Moods 
Age Range: 3 to 7 
Physical Skills Addressed: fine motor control, dexterity, laterality, 
memory 
Summary: This can be a simple game of matching, or a game of 
memory, depending on the needs and age of the child. Attach 
photographs of people displaying a variety of emotions to a 2x2 
piece of cardboard. For each photo, write a word that represents the 
emotion seen, or, a phrase or sentence that represents a situation 
that may elicit that emotion. 




Age Range: 5 to 14 
Physical Skills Addressed: balance, coordination, laterality 
Summary: Using the Milton Bradley Hasbro game Twister, draw 
faces onto the colored circles, with one emotion per color. Ex.: 
happy, sad, angry and nervous. Play the game as usual, but call out 
the emotions instead of the color of the circle. Make each child tell 

















Age Range: 5 and up 
Physical Skills Addressed: fine motor coordination 
Summary: Give the child a copy of lottery ticket handout (pg. 32) 
and have them write or draw a picture of what they would do with 
their winnings if they won the lottery. Use the activity as an 
opportunity to discuss hopes and dreams, and to encourage the child 
to think about the future, reminding them that we all go through 
rough times, but "this too, shall pass." 
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Activity: Aren't I Wonderful? 
Age Range: 5 and up 
Physical Skills Addressed: fine motor coordination 
Summary: Have the child make a list of as many positive attributes 
they can think of about themselves. Help the child identify their 
positive qualities and discuss their ability to positively impact other 












Activity: Secret Hideout 
Age Range: 3 to 13 
Physical Skills Addressed: gross coordination, bilateral 
coordination, upper extremity strength and endurance 
Summary: Using blankets and chairs, collapsible tunnels, a small 
pop-up tent, or whatever you can think of, help the child build a fort 
large enough to sit in. Talk about wanting to be left alone and times 
when it's okay to take your own time out. 
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Activity: Telling the Future 
Age Range: 10 and up 
Physical Skills Addressed: fine motor coordination 
Summary: Have the child list hopes and dreams about the future, 
on a crystal ball handout (pg. 33). Then help them to set goals that 
will help them achieve those dreams. Focus discussion on the 
child's abilities, versus disabilities. 
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Activity: Word Search 
Age Range: 7 and up 
Physical Skills Addressed: visual perceptual, visual scanning, fine 
motor coordination 
Summary: Create a personalized word search with words that 
represent life events or people or things with personal meaning. Or, 
use words that typically elicit either positive or negative emotions 
(e.g. friend or bully). Discuss the connection of words and the way 
we feel because of them, or identify with them. Search online for 
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Activity: Crossword Puzzle 
Age Range: 7 and up 
Physical Skills Addressed: fine motor coordination, visual motor 
integration 
Summary: Create a personalized crossword puzzle with clues that 
reflect personal life experiences of the child. For example: "You 
felt this way when you got an A on your spelling test," or "you 
would feel this way if someone made fun of you." Search online 
for "make your own crossword puzzle," or use one of the following 
websites: 
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Activity: Balancing Social Rules 
Age Range: 7 and up 
Physical Skills Addressed: balance and gross motor coordination 
Summary: Using a balance beam of piece of tape on the floor, 
have the child answer questions about social mles in order to 
advance, moving forward one step per correct answer, and back one 
~ step for an incorrect answer or "I don't know." The goal is to make 
.. ~ it to the end without falling off. Sample questions could include: 
.. Cover your mouth when you cough, chew with your mouth closed, 
or, say thank vou when someone does you a favor. Use the game to 
talk about the expectations of society, and how this relates to fitting 
.. in. 





Age Range: 13 and up 
Physical Skills Addressed: fine motor coordination, bilateral 
coordination 
Summary: The child brings photos from home and tapes or glues 
them into an album, grouping them by themes or events. A three 
ring binder and page protectors work well for this activity. Gift 
wrap over manila folders works well for the background, and can 
usually be found for themes such as birthdays and holidays. This 
activity can be used to teach a leisure skill as well as help the child 














Activity: Dr. Seuss's My Book About Me 
Age Range: 4 to 8 
Physical Skills Addressed: fine motor coordination 
Summary: This is a wonderful children's book that has blanks for 
the child to add pictures, and tell all about himself. Like 
scrapbooking for the very young, this book is a great tool to assist 
with self-awareness and promote improved self-esteem through 
having a book that's all about them! 
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Activity: Hygiene - hair care 
Age Range: 11 and up 
Phy~ical Skills Addressed: self-care skills, bilateral coordination, 
fine motor coordination 
Summary: Work with the child to fix his or her hair. Use the 
activity as an opportunity to teach the concept of caring for oneself 
and feeling better about yourself as a result, as well as helping the 















Activity: Hygiene - make-up/nail-polish 
Age Range: 13 and up - depending on parent preferences 
Physical Skills Addressed: self-care skills, bilateral coordination, 
fine motor coordination 
Summary: The child learns to apply make-up/nail-polish, as 
allowed by parent, to help boost self-esteem and allow her to 
perhaps fit in better with peers. 
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Activity: The Silver Lining 
Age Range: 10 and up 
Physical Skills Addressed: fine motor coordination 
Summary: Have the child draw a picture or write a story about a 
time when something sad, bad or disappointing happened to them, 
but that ended up with something good coming out of it. Use this 
as an opportunity to discuss how trials and experiences sometimes 
seem very bad at first, but in hindsight may have benefits we could 














Activity: Free form drawing 
Age Range: 4-18 
Physical Skills Addressed: fine motor coordination 
Summary: Have the child draw a picture about something 
disappointing, hurtful, or intimidating that has happened to them or 
that they fear will happen. Use the activity as an opportunity to 
discuss coping skills - both positive and negative. 
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... Activity: Fishing 
Age Range: 3-9 
Physical Skills Addressed: fine motor coordination, gross 
coordination, eye-hand coordination 
Summary: The child uses a fishing pole, made of a dowel, string 
and paperclip (for the hook) to catch fish, made of tagboard or 
foamboard, with small bits of magnet tape on them. The fish will 
have words representing good coping strategies and bad coping 
strategies. The child has to decide if the fish is a keeper (good 
choice) or if it needs to be thrown back. 
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Treasure Chest: Draw or write about things 
that are special to you, and that are special 
about you, inside the treasure chest. 
31 
Lottery: J'ell what you'd do if 
you won the lottery in the 
ticket below. 
32 
Telling the Future: In the crystal ball, 
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